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Abstract
Background: Temporomandibular disorders (TMDs) and bruxism are the most
common disorders affecting the oral and maxillofacial system. Patients with TMDs
or bruxism frequently suffer from chronic head and neck pains (HNPs); however, the
etiology between TMDs/bruxism and HNPs remains unclear. Methods: We explore
the association between TMDs/bruxism and HNPs with a bidirectional Mendelian
randomization (MR)method with public online genome-wide association study (GWAS)
data from the Integrative Epidemiology Unit (IEU) open GWAS project, FinnGen
consortium and GWAS Catalog website. Inverse variance weighted (IVW) and other
four statistical approaches were employed to investigate the associations. Furthermore,
Cochran’s Q, Mendelian randomization (MR)-Egger intercept test, MR pleiotropy
residual sum and outlier test, and leave-one-out tests were conducted as sensitivity
analyses to ensure the robustness of results. Multivariable MR (MVMR) analyses were
adopted to validate the significant effects observed in the two-sample MR analyses
while adjusting for potential confounders. Results: Overall, our analysis revealed
a reciprocal significant association between TMDs and neck/shoulder pain (NSP) in
both forward (p = 0.023) and reverse (p = 0.004) analyses, which were corroborated
by subsequent MVMR analyses adjusted for anxiety, body mass index (BMI) and
sleeplessness. All results were confirmed robust under current sensitivity analysis.
Conclusions: These findings suggest a potential causal association between TMDs and
HNPs. The bidirectional relationship highlight the importance of preventing TMDs and
HNPs as a health strategy for mitigating each other’s risks.
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1. Introduction

Head and neck pains (HNPs) encompass a range of chronic pri-
mary pain disorders, including headaches, migraines, and neck
pain, which are the most prevalent nervous system disorders
globally [1]. HNPs represent a significant global public health
concern and were identified as one of the leading causes of
disability in 2019 based on age-standardized disability adjusted
life years (DALYs) [2, 3]. Epidemiological studies indicate
that most of the general population will experience at least one
type HNP during their lifetime, with the highest prevalence
observed among young and middle-aged women [4]. Beyond
the high frequency, HNPs impose substantial socioeconomic
and psychological burdens, and are associated with increased
risk of comorbidities, including anxiety [5], depression [6],
and suicide ideation [7], particularly among individuals with
migraines. Although recent studies have suggested that the
dysfunction of the trigeminovascular system, neurogenic in-

flammation, and various risk factors [8], including poor pos-
ture, sleeplessness, chronic stress, obesity, microbiome and
vagus, contribute to the development of HNPs, their precise
etiology remains uncertain [9].
The oral and maxillofacial system is one of the most func-

tionally complex systems of the human body [10]. Compris-
ing multiple irregularly shaped bones, a bilateral temporo-
mandibular joint (TMJ), and an intricate network of muscles, it
facilitates essential functions such as facial expression, speech,
respiration, and mastication. Temporomandibular disorders
(TMDs) are a group of clinical disorders that affect the TMJ,
masticatory muscles, and adjacent structures, and typically
accompany with the following symptoms: (1) face and preau-
ricular pain, (2) TMJ sounds (e.g., clicking or popping), and
(3) restricted or deviated mandibular movement. In adults,
the incidence rate of TMDs is estimated to be 31%, espe-
cially higher in women [11]. Despite extensive research, the
pathophysiological mechanisms underlying TMDs are not yet
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fully understood. Current evidence suggests that the etiology
is multifactorial, including biomechanics, anatomy, genetics,
and psychological factors, and further investigation is therefore
required to elucidate their precise pathogenesis [12].
Bruxism is a common orofacial condition characterized by

recurrent masticatory muscle activity, such as teeth grindin
or clenching, that occurs while awake and asleep [13]. This
parafunctional behavior may impair the load-bearing capacity
of the TMJ and contribute to the development of TMDs.
Recent epidemiological studies report a global prevalence of
22.2% for bruxism, encompassing both sleep and awake forms
[14].
According to current evidence, TMDs/bruxism are caused

by a multifactorial interplay involving anatomical, biological,
environmental, societal, and psychological elements, and are
frequently associated with altered occlusal function. A recent
study suggested that occlusion can stimulate various regions
of the cerebral cortex and may play an important role in the
onset and progression of diseases, such as anxiety, stress, and
headaches [15]. Moreover, numerous studies have demon-
strated that individuals with TMDs or bruxism commonly
present with comorbidities, including headaches, neck and
back pain, and a variety of social and psychiatric conditions
[16].
Mendelian randomization (MR) is a novel epidemiological

approach that utilizes single nucleotide polymorphisms (SNPs)
as instrumental variables (IVs) to estimate the causal effects
of different exposures on health outcomes [17]. MR anal-
ysis effectively minimize confounding factors, measurement
errors, and reverse causation biases (that frequently undermine
the validity of conventional observational studies), thereby
significantly enhancing causal inference in epidemiological

research [18].
In this study, we hope to elucidate the potential associa-

tion between TMDs/bruxism and six HNPs types: headache,
neck/shoulder pain (NSP), facial pain (FP), cluster headache
(CLH), tension-type headache (TTH) and migraine. The study
results could provide crucial insights into the shared patho-
physiology of these conditions and offer evidence-based foun-
dations for effective interventions.

2. Materials and methods

2.1 Study design and data sources
A bidirectional two-sample MR analysis was conducted to
clarify the exact associtaions between TMDs/bruxism and six
HNPs subtypes. For each MR analysis, the selected genetic
IVs must meet the following three core assumptions: (1) IVs
are strongly related to exposure; (2) IVs are not related to
confounding factors; (3) IVs affect the results only through the
exposure, rather than through other means. The procedure of
this study was illustrated in Fig. 1.
All pooled data were obtained from the publicly available

genome-wide association study (GWAS), and no additional
ethical approval was required.
For TMDs, bruxism, and CLH, the data were retrieved from

version 11 of the FinnGen Consortium (https://r11.finngen.fi/).
Data for headache, NSP, FP, and migraine were obtained
from the Integrative Epidemiology Unit (IEU) Open GWAS
database (https://gwas.mrcieu.ac.uk/), while the data for TTH
were obtained from the GWAS Catalog. In order to mini-
mize population stratification bias, all data were restricted to
European individuals. Detailed descriptions of each GWAS
datasets were presented in Supplementary Table 1. In addi-

FIGURE 1. Flowchart of the study design. The red dotted line represented the forwardMR analyses, with temporomandibular
disorders or bruxism as exposure and head and neck pains as the outcome. The blue dotted line represented the reverse MR
analyses, with head and neck pains as exposure and temporomandibular disorders or bruxism as the outcome. MR: Mendelian
randomization; IVW: Inverse variance weighted; SNPs: Single-nucleotide polymorphisms; BMI: body mass index; LD: Linkage
Disequilibrium; PRESSO: Pleiotropy RESidual Sum and Outlier test.

https://r11.finngen.fi/
https://gwas.mrcieu.ac.uk/
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tion, multivariable Mendelian randomization (MVMR) anal-
yses were conducted to adjust for potential confounders in-
cluding anxiety, body mass index (BMI), and sleeplessness
(https://gwas.mrcieu.ac.uk/), only when statistically signifi-
cant associations (p < 0.05) were identified in the initial
univariable MR analysis.

2.2 Instrumental variables selection

In the univariable two-sample MR analyses, genetic SNPs
were selected as IVs based on a genome-wide significance
threshold of p < 5 × 10−8. Due to the limited number of
eligible IVs at this threshold, a relaxed criterion of p < 5 ×
10−6 was additionally applied to enhance the availability of
genetic instruments. Any SNPs with linkage disequilibrium,
including r2 < 0.001 and clumping window >10,000 kb
was excluded to ensure independence with 1000 Genomes
Project. Confounding SNPs were further removed by cross-
referencing secondary phenotypes in the LDtrait database
(https://ldlink.nih.gov/?tab=ldtrait). Potential weak IV bias
were evaluated with F-statistic according to the formulas F =
(beta/Standard Error)2 and R2 = beta2/(beta2 + N × Standard
Error2). Any SNP with an F-value less than 10 was removed
due to a high likelihood of weak instrument bias.

2.3 Statistical analysis

In thisMR study, the inverse variance-weighted (IVW)method
was employed as the primary analytical approach to evaluate
the causal link between exposures and outcomes. Cochran’s Q-
test was used to assess heterogeneity among the IVs. A fixed-
effects model was applied when p ≥ 0.05, whereas a random-
effects IVW model was adopted if otherwise. To further
validate the findings, supplementary MR analyses were con-
ducted using MR-Egger regression, weighted median, simple

mode, and weighted mode methods. The intercept term from
MR-Egger regression was analyzed for horizontal pleiotropy.
A significant intercept (p < 0.05) indicated the presence of
pleiotropic effects. Furthermore, the MR-Pleiotropy Residual
Sum and Outlier (PRESSO) test was implemented to identify
and account for any horizontal pleiotropic outliers. Leave-
one-out sensitivity analyses were conducted by sequentially
excluding individual SNPs to assess the robustness of causal
estimates. Furthermore, the MRlap approach was employed
to prevent and eliminate the potential bias from sample over-
lap between TMDs, bruxism, and CLH, as all were sourced
from the FinnGen consortium. All statistical analyses were
carried out with R software (version 4.3.3), primarily tilizing
the “TwoSampleMR” and “MRPRESSO” packages to ensure
rigorous and reproducible results.

3. Results

3.1 TMDs and HNPs
In the forward analysis, 18, 17, 11, 18, 17 and 18 IVs were
selected for assessing the causal effects of TMDs on headache,
NSP, FP, CLH, TTH, and migraine, respectively. In the
reverse analysis, 6, 62, 16, 15, 8 and 57 IVs were selected for
assessing the causal effects of these HNPs on TMDs analysis,
respectively. All selected IVs had a higher F statistical value
than 10, and the comprehensive information was presented in
Supplementary Tables 2,3,4,5,6,7,8,9,10,11,12,13.
According to Cochrane’s Q statistic, significant heterogene-

ity was identified only in the reverse analysis examining the
effect of NSP on TMDs (IVW: Pheterogeneity <0.001), ne-
cessitating the use of a random-effects IVW model (Fig. 2).
No substantial heterogeneity was detected in the other MR
analyses using either IVW or MR-Egger methods between
TMDs and other HNPs types (Table 1).

FIGURE 2. A funnel plot was applied to detect whether the observed association of temporomandibular disorders with
neck/shoulder painwas alongwith obvious heterogeneity. MR:Mendelian randomization; SE: Standard Error; IV: Instrumental
Variable.

https://gwas.mrcieu.ac.uk/
https://ldlink.nih.gov/?tab=ldtrait
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TABLE 1. Heterogeneity test and horizontal pleiotropy test of temporomandibular disorders and head and neck pains.

Exposure/Outcome Heterogeneity test (IVW) Heterogeneity test (MR-Egger) Horizontal pleiotropy test (MR-Egger) MR-PRESSO
Global test

Q df p-value Q df p-value Intercept SE p-value p-value

TMDs on headache 5.994958 17 0.9932195 5.994805 16 0.9881515 1.530322 × 10−6 0.0001237605 0.9902871 0.995

TMDs on neck/shoulder pain 19.372331 16 0.2498288 9.385965 15 0.8564877 0.001845168 0.0005838915 0.006470998 0.262

TMDs on facial pain 7.076937 10 0.7181622 6.150034 9 0.7248134 −0.0002680206 0.0002783884 0.3608216 0.759

TMDs on cluster headache 24.07403 17 0.1174373 21.85083 16 0.1480738 0.0423796 0.03321549 0.2202035 0.103

TMDs on tension-types headache 5.054717 16 0.9954746 4.731316 15 0.9941672 −0.03018997 0.05308745 0.5779865 0.997

TMDs on migraine 20.14319 17 0.2669709 20.07038 16 0.2170674 0.000251774 −6.065839 × 10−5 0.8126741 0.275

Headache on TMDs 3.799261 5 0.5786641 3.761616 4 0.4392277 0.009099361 0.04689826 0.8556125 0.699

Neck/shoulder pain on TMDs 109.0833 61 0.0001526664 109.0637 60 0.0001112949 −0.001515319 0.01461441 0.9177638 0.687

Facial pain on TMDs 10.158033 15 0.8096831 9.414916 14 0.8035885 0.02174379 0.02522356 0.4031886 0.838

Cluster headache on TMDs 18.16753 14 0.1992567 18.09838 13 0.1538195 0.003553817 0.01594575 0.8271009 0.239

Tension-types headache on TMDs 4.409164 7 0.7316261 2.568919 6 0.8606762 −0.03525023 0.02598509 0.223741 0.781

Migraine on TMDs 52.65220 56 0.6023771 52.63471 55 0.5655238 0.00105328 0.00796417 0.8952674 0.579

TMDs: Temporomandibular disorders; IVW: Inverse variance weighted; MR: Mendelian randomization; PRESSO: Pleiotropy RESidual Sum and Outlier test; df: degrees of freedom;
SE: Standard Error.
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Overall, the analysis indicated a significant association be-
tween genetically predicted TMDs and NSP (Odds Ratio (OR)
= 1.005, 95% Confidence Interval (CI) = 1.001–1.010, p =
0.023) (Figs. 3,4, Table 2), and FP (OR = 1.002, 95% CI
= 1.000–1.004, p = 0.014) in the forward analysis. Inter-
estingly, a reciprocal positive effect of NSP on TMDs (OR
= 7.281, 95% CI = 1.900–27.896, p = 0.004) was found in
the reverse analysis. Moreover, no statistically significant
associations was observed between TMDs and other types of
HNPs (Table 2). Importantly, no significant pleiotropy bias
was observed in either horizontal pleiotropy test (MR-Egger)
or the MR-PRESSO global test (Table 1), suggesting that the
selected IVs did not exert their effects through alternative
biological pathways. Furthermore, the leave-one-out analysis
further confirmed the stability of the findings, as the exclusion
of individual SNPs did not substantially alter the results, in-
dicating robustness and reliability of the estimates (Fig. 5 for
TMDs on NSP analysis).
To assess potential bias due to sample overlap in the TMDs

and CLH datasets, the MRlap software package was applied
with the following parameters: MR_threshold = 5 × 10−6 and
MR_pruning_LD = 0.05. The statistical results revealed no
significant evidence of overlap bias, with p_difference values
of 0.173 and 0.794, respectively.
MVMR analyses were conducted for associations that were

significant in the primary univariable analyses to determine the
direct effects of TMDs and HNPs while adjusting for potential
confounders. The MVMR results showed that the association
between TMDs and NSP remained significant in both forward
(OR = 1.019, 95% CI = 1.009–1.029, p < 0.001) and reverse
analyses (OR = 13.909, 95% CI = 2.033–95.176, p = 0.007),
after adjustment for anxiety, BMI, and sleeplessness (Table 1).

3.2 Bruxism and HNPs
In the forward MR analysis, 9, 10, 6, 11, 10 and 9 IVs were
used to assess the causal effects of bruxism on headache,
NSP, FP, CLH, TTH, and migraine, respectively. In the
reverse analysis, 6, 62, 16, 15, 8 and 57 IVs were used to
investigate the effects of these HNP types on bruxism. All
selected IVs had a higher F statistical value than 10, and the
comprehensive information was presented in Supplementary
Tables 14,15,16,17,18,19,20,21,22,23,24,25.
According to Cochran’s Q statistic, no significant hetero-

geneity was observed in any analysis on the effect of bruxism
and HNPs types in both forward and reverse analysis (Ta-
ble 3). Overall, the current analysis indicated that there was
no significant association between bruxism and any of the six
HNPs types (Table 4). Moreover, no significant pleiotropy
bias was detected in either the horizontal pleiotropy test (MR-
Egger) or the MR-PRESSO global test (Table 3), suggesting
that the selected IVs are unlikely to affect the results through
alternative causal pathways.
The leave-one-out sensitivity analyses further supported the

robustness of the findings. The sequential exclusion of individ-
ual SNPs did not result in substantial changes in the outcomes,
indicating that the causal estimates are stable and reliable.
To assess potential bias arising from data overlap between

bruxism and CLH datasets, the MRlap software package was
employed with the following parameters: MR_threshold = 5
× 10−6 and MR_pruning_LD = 0.05. The analysis indicated
no evidence of overlap bias, with p_difference values of 1.000
and 0.464, respectively.

FIGURE 3. A forest plot of the association of temporomandibular disorders with neck/shoulder pain. MR: Mendelian
randomization.
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FIGURE 4. A scatter plot of the association of temporomandibular disorders with neck/shoulder pain. MR: Mendelian
randomization; SNP: single nucleotide polymorphisms.

TABLE 2. Causal association between temporomandibular disorders and head and neck pains.

Exposure/Outcome SNPs Methods OR 95% CI p-Value

TMDs on headache

18

MR-Egger 1.001 0.999–1.002 0.426

Weighted median 1.000 0.999–1.002 0.518

Inverse variance weighted 1.001 0.999–1.001 0.156

Simple mode 1.001 0.999–1.002 0.552

Weighted mode 1.001 0.999–1.002 0.529

TMDs on neck/shoulder pain

17

MR-Egger 0.996 0.989–1.003 0.305

Weighted median 1.000 0.993–1.006 0.905

Inverse variance weighted 1.005 1.001–1.010 0.023

Simple mode 0.999 0.988–1.009 0.834

Weighted mode 0.999 0.992–1.006 0.810

TMDs on facial pain

11

MR-Egger 1.004 1.000–1.009 0.090

Weighted median 1.002 1.000–1.005 0.059

Inverse variance weighted 1.002 1.000–1.004 0.014

Simple mode 1.002 0.998–1.006 0.346

Weighted mode 1.002 0.999–1.006 0.219
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TABLE 2. Continued.

Exposure/Outcome SNPs Methods OR 95% CI p-Value

TMDs on cluster headache

18

MR-Egger 0.690 0.428–1.113 0.148

Weighted median 0.857 0.627–1.171 0.333

Inverse variance weighted 0.901 0.701–1.158 0.414

Simple mode 0.668 0.344–1.297 0.250

Weighted mode 0.687 0.348–1.355 0.294

TMDs on tension-type headache

17

MR-Egger 0.8040864 0.428–1.510 0.508

Weighted median 0.8135216 0.471–1.406 0.460

Inverse variance weighted 0.6940272 0.478–1.008 0.055

Simple mode 0.8376861 0.382–1.838 0.665

Weighted mode 0.8427518 0.413–1.721 0.645

TMDs on migraine

18

MR-Egger 1.000 0.997–1.003 0.780

Weighted median 1.001 0.998–1.003 0.587

Inverse variance weighted 0.999 0.998–1.001 0.397

Simple mode 1.001 0.997–1.005 0.695

Weighted mode 1.001 0.998–1.004 0.429

Headache on TMDs

6

MR-Egger <0.001 2.147 × 10−25–6.597 × 1017 0.768

Weighted median 0.134 7.701 × 10−10–2.328 × 107 0.835

Inverse variance weighted 0.037 6.279 × 10−9–2.187 × 105 0.679

Simple mode 0.175 4.312 × 10−12–7.095 × 109 0.894

Weighted mode 0.087 6.296 × 10−11–1.198 × 108 0.829

Neck/shoulder pain on TMDs

62

MR-Egger 9.706 0.036–2628.170 0.430

Weighted median 4.898 1.062–22.593 0.042

Inverse variance weighted 7.281 1.900–27.896 0.004

Simple mode 4.086 0.138–121.074 0.419

Weighted mode 3.397 0.144–80.149 0.451

Facial pain on TMDs

16

MR-Egger <0.001 4.223 × 10−19–1.291 × 106 0.343

Weighted median 0.475 7.041 × 10−5–3.202 × 103 0.868

Inverse variance weighted 0.129 2.087 × 10−4–7.988 × 101 0.532

Simple mode 1.012 1.154 × 10−6–9.017 × 105 0.998

Weighted mode 0.557 1.033 × 10−6–3.002 × 105 0.932
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TABLE 2. Continued.

Exposure/Outcome SNPs Methods OR 95% CI p-Value

Cluster headache on TMDs

15

MR-Egger 0.997 0.924–1.075 0.930

Weighted median 1.004 0.947–1.065 0.883

Inverse variance weighted 1.003 0.958–1.051 0.894

Simple mode 1.040 0.958–1.129 0.369

Weighted mode 1.010 0.939–1.086 0.797

Tension-type headache on TMDs

8

MR-Egger 1.105575 1.002–1.220 0.093

Weighted median 1.019415 0.969–1.072 0.455

Inverse variance weighted 1.038452 0.999–1.080 0.058

Simple mode 1.019993 0.959–1.085 0.552

Weighted mode 1.018602 0.963–1.077 0.539

Migraine on TMDs

57

MR-Egger 1.897 0.003–1073.379 0.844

Weighted median 2.324 0.067–80.561 0.641

Inverse variance weighted 2.833 0.311–25.832 0.356

Simple mode 8.577 0.007–9966.082 0.553

Weighted mode 2.544 0.003–2157.830 0.787

TMDs: Temporomandibular disorders; OR: Odds ratio; SNPs: Single-nucleotide polymorphisms; CI: Confidence Interval.

FIGURE 5. A forest plot of the “leave-one-out” sensitivity analysis method to show the influence of individual SNPs on
the result of temporomandibular disorders’ association with neck/shoulder pain. MR: Mendelian randomization.
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Exposure/Outcome Heterogeneity test (IVW) Heterogeneity test (MR-Egger) Horizontal pleiotropy test (MR-Egger) MR-PRESSO
Global test

Q df p-value Q df p-value Intercept SE p-value p-value

Bruxism on headache 5.845026 8 0.6645863 5.626580 7 0.5839630 −7.460302 × 10−5 0.0001596189 0.6544269 0.702

Bruxism on neck/shoulder pain 10.709295 9 0.2961627 7.477352 8 0.4861107 0.001281215 0.0007126725 0.1099286 0.392

Bruxism on facial pain 0.9597556 5 0.9657460 0.7254465 4 0.9481542 −0.0001135888 0.0002346611 0.6536549 0.939

Bruxism on cluster headache 5.082503 10 0.8855989 4.503220 9 0.8752896 0.02848001 0.03741923 0.4660667 0.912

Bruxism on tension-type headache 11.28750 8 0.1859351 11.84828 9 0.2219981 0.0518246 0.08220378 0.5459893 0.267

Bruxism on migraine 9.807297 8 0.1415298 12.222958 7 0.1997593 −0.0004506363 0.0003431893 0.2305594 0.256

Headache on bruxism 1.413464 5 0.9228348 1.400343 4 0.8441354 0.01814381 0.1583946 0.9143229 0.939

Neck/shoulder pain on bruxism 65.09826 61 0.3361056 62.69980 60 0.3807406 −0.05660124 0.03736089 0.1350265 0.339

Facial pain on bruxism 19.84210 15 0.1780740 19.80621 14 0.1363705 0.01618084 0.1015928 0.8757299 0.166

Cluster headache on Bruxism 9.754829 14 0.7798796 8.461027 13 0.8123234 0.04669183 0.04104942 0.2758794 0.589

Tension-type headache on bruxism 4.943647 7 0.6668402 4.537073 6 0.6043991 0.05660817 0.08877875 0.5472595 0.728

Migraine on bruxism 66.02237 56 0.1690467 65.12310 55 0.1649476 −0.02566901 0.02945443 0.3872793 0.177

TMDs: Temporomandibular disorders; IVW: Inverse variance weighted; MR: Mendelian randomization; PRESSO: Pleiotropy RESidual Sum and Outlier test; df: degrees of freedom;
SE: Standard Error.
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TABLE 4. Causal association between of bruxism and head and neck pains.
Exposure/Outcome SNPs Methods OR 95% CI p-Value

Bruxism on headache

9

MR-Egger 1.000 1.000–1.001 0.490

Weighted median 1.000 1.000–1.001 0.403

Inverse variance weighted 1.000 1.000–1.000 0.570

Simple mode 1.000 1.000–1.001 0.586

Weighted mode 1.000 1.000–1.001 0.330

Bruxism on neck/shoulder pain

10

MR-Egger 0.999 0.997–1.001 0.391

Weighted median 1.000 0.998–1.002 0.962

Inverse variance weighted 1.000 0.999–1.002 0.574

Simple mode 1.000 0.997–1.004 0.877

Weighted mode 1.000 0.998–1.002 0.992

Bruxism on facial pain

6

MR-Egger 1.000 0.999–1.000 0.425

Weighted median 1.000 0.999–1.000 0.277

Inverse variance weighted 1.000 0.999–1.000 0.072

Simple mode 1.000 0.999–1.001 0.524

Weighted mode 1.000 0.999–1.000 0.293

Bruxism on cluster headache

11

MR-Egger 0.961 0.832–1.110 0.604

Weighted median 1.003 0.907–1.108 0.957

Inverse variance weighted 1.008 0.932–1.089 0.848

Simple mode 0.995 0.872–1.135 0.945

Weighted mode 0.997 0.886–1.122 0.961

Bruxism on tension-type headache

10

MR-Egger 0.9766082 0.774–1.232 0.847

Weighted median 0.9787152 0.822–1.165 0.809

Inverse variance weighted 1.0314156 0.885–1.202 0.692

Simple mode 1.0011730 0.696–1.439 0.995

Weighted mode 0.9597507 0.807–1.141 0.653

Bruxism on migraine

9

MR-Egger 1.001 1.000–1.002 0.332

Weighted median 1.000 0.999–1.001 0.650

Inverse variance weighted 1.000 0.999–1.001 0.909

Simple mode 1.001 0.999–1.002 0.266

Weighted mode 1.000 1.000–1.001 0.546
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TABLE 4. Continued.
Exposure/Outcome SNPs Methods OR 95% CI p-Value

Headache on bruxism

6

MR-Egger <0.001 7.644 × 10−86–6.064 × 1058 0.738

Weighted median <0.001 7.814 × 10−36–1.249 × 1021 0.625

Inverse variance weighted <0.001 6.937 × 10−33–6.230 × 1013 0.433

Simple mode <0.001 1.375 × 10−50–1.628 × 1024 0.527

Weighted mode <0.001 9.140 × 10−39–7.934 × 1024 0.699

Neck/shoulder pain on bruxism

62

MR-Egger 464,296.225 0.284–7.587 × 1011 0.079

Weighted median 20.345 0.131–3.152 × 103 0.226

Inverse variance weighted 10.186 0.304–3.411 × 102 0.195

Simple mode 43.635 0.000–6.338 × 106 0.512

Weighted mode 10.841 0.000–4.449 × 105 0.633

Facial pain on bruxism

16

MR-Egger <0.001 6.146 × 10−59–2.432 × 1040 0.728

Weighted median 887.590 2.988 × 10−11–2.636 × 1016 0.668

Inverse variance weighted <0.001 1.294 × 10−16–7.302 × 105 0.366

Simple mode 898,885,800 5.179 × 10−15–1.560 × 1032 0.462

Weighted mode 5,420,380,000 3.007 × 10−11–9.771 × 1029 0.361

Cluster headache on bruxism

15

MR-Egger 1.036 0.835–1.286 0.752

Weighted median 1.046 0.857–1.276 0.660

Inverse variance weighted 1.141 0.993–1.311 0.064

Simple mode 1.375 0.986–1.918 0.081

Weighted mode 1.022 0.808–1.294 0.866

Tension-type headache on Bruxism

8

MR-Egger 1.009 0.720–1.415 0.959

Weighted median 1.107 0.926–1.323 0.265

Inverse variance weighted 1.116 0.978–1.275 0.103

Simple mode 1.092 0.853–1.397 0.507

Weighted mode 1.124 0.903–1.400 0.330

Migraine on bruxism

57

MR-Egger 9.677 × 106 6.172 × 10−4–1.517 × 1017 0.185

Weighted median 8.849 × 100 1.203 × 10−4–6.511 × 105 0.710

Inverse variance weighted 5.430 × 102 1.590 × 10−1–1.854 × 106 0.129

Simple mode 1.113 × 10−1 5.328 × 10−12–2.325 × 109 0.855

Weighted mode 7.079 × 10−2 2.694 × 10−9–1.861 × 106 0.772

SNPs: Single-nucleotide polymorphisms; MR: Mendelian randomization; OR: Odds Ratio; CI: Confidence Interval.
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4. Discussion

TMDs comprise a group of conditions affecting the mastica-
tory muscles, TMJs, and associated tissues. Clinical symp-
toms include discomfort in the TMJ region, joint popping,
and restricted mandibular mobility. Epidemiological studies
estimate that TMDs affect approximately 31%of adults/elderly
and 11% of children/adolescents [5], with a prevalence nearly
twice as high in females thanmales [19]. Notably, a higher pro-
portion of patients with TMDs experience concurrent symp-
toms such as headache, migraine, TTH, or neck pain, and
this co-occurrence of multiregional pain presents challenges
for accurate clinical diagnosis and effective treatment [20,
21]. Similarly, bruxism is a prevalent condition involving
involuntary masticatory muscle activity during wakefulness
and/or sleep. Its estimated occurrence ranges from 4% to
32%, with a higher prevalence among females [22]. Persistent
abnormal muscle contractions may result in muscular fatigue,
pain, and various clinical symptoms characteristic of TMDs.
A recent study reported a global co-occurrence rate of 17% for
bruxism and TMDs, with the highest prevalence observed in
North America (70%) [23]. TMDs, bruxism, and HNPs are
known to interact in complex ways. For instance, Romero-
Reyes and Bassiur reported that anxiety and awake bruxism
were significant risk factors for frequent episodic TTHs in
individuals with painful TMDs, whereas only awake bruxism
was implicated in cases of non-painful TMDs [24]. Voß et al.
[25] also identified correlations between TMD-related pain and
migraine, as well as between awake bruxism and TTH, with
several psychosocial variables acting as confounding factors in
these relationships. The extensive co-morbidity among pain in
the head, face, and neck regions and TMDs/bruxism supports
the hypothesis of a shared pathophysiological mechanism.
In this MR investigation, we employed a bidirectional MR

to evaluate the potential causal associations between TMDs,
bruxism, and six subtypes of HNPs with the most latest pub-
licly available GWAS databases. Our results indicated that
genetically predicted TMDs are associated with an increased
risk of NSP, and vice versa. Subsequent MVMR analyses
further validated this association after adjusting for anxiety,
BMI, and sleeplessness. Although the observed odds ratio
(OR = 1.005) for the effect of TMDs on NSP was statisti-
cally significant, its proximity to 1.0 highlights the need to
distinguish between statistical significance and clinical rel-
evance. Previous studies have established that TMDs and
NSP share comorbid features and may be causally linked in
their underlying pathogenesis. Given the high prevalence
of both conditions in the general population, even modest
associations may translate into meaningful public health im-
plications. Consequently, minor reductions in risk may still
hold clinical importance. Conversely, the current findings
do not support a significant association between bruxism and
any HNPs subtypes. Several factors may account for this
result. First, phenotypic heterogeneity in both bruxism and
HNPs could have attenuated potential associations. Bruxism
exhibits circadian variability and comprises multiple subtypes;
however, subgroup analyses could not be performed due to
limited sample availability. Second, insufficient sample size
may have reduced statistical power, increasing the risk of

false-negative findings. Third, the GWAS data utilized in this
study were exclusively derived from individuals of European
ancestry, limiting the generalizability of the findings to other
populations. Given the similar pathogenesis and close clinical
relevance of TMDs and bruxism, further research is warranted
to clarify the relationship between bruxism and HNPs.
NSP is one of the most prevalent chronic pain, and it can

arise from acute or chronic cumulative musculoskeletal in-
juries. Although TMDs and NSP are two prevalent clini-
cal syndromes, their relationship is often underrecognized by
clinical practitioners. A recent cross-sectional study reported
that patients with coexisting NSP and TMDs had significantly
higher scores on both Bournemouth Neck Questionnaire and
Neck Disability Index compared to those with NSP only (p
< 0.001), highlighting a strong correlation between NSP and
TMD-related pain [26]. Serkan et al. [27] demonstrated
that individuals with both TMDs and NSP exhibited increased
frequency, stiffness, and decrement values in the masseter and
upper trapezius muscles relative to healthy control subjects
(p < 0.017). Furthermore, adolescents with TMDs showed
significantly higher rates of NSP (p < 0.001), which was
associated with diurnal clenching behavior [28].
The mechanisms underlying the association between TMDs

and NSP are complex and involve interactions among neural,
muscular, and biomechanical systems. As early as 1998,
Eriksson et al. [29] demonstrated that neck muscle activity
during head-neck movements was synchronized with elec-
tromyographic recordings.
The skull, mandible, and cervical spine form an intercon-

nected unit referred to as the “craniocervico-mandibular sys-
tem”, wherein the masticatory and cervical muscles function
as an integrated network [30].
The muscle chains of the stomatognathic system play a

critical role in maintaining mandibular position and muscu-
loskeletal balance. Postural deviations, such as anterior head
tilt, lead to compensatory curvature of the thoracic and cer-
vical spine, causing abnormal tension in neck-related muscu-
lature, thereby contributing to TMJ dysfunction. Individuals
with TMDs frequently present with upper airway restriction
and adopt forward head posture to optimize pharyngeal space
[31, 32], which alters the position of the cervical spine and
increases the burden on neck and shoulder muscle groups
[33, 34]. Armijo-Olivo reported that TMDs patients often
suffer from NSP, tenderness of cervical joints, and reduced
range of motion (ROM) in both the upper and entire cervical
spine, frequently accompanied by myofascial trigger points.
The study also suggested that altered cervical neuromuscular
control may stimulate pain-sensitive structures, contributing
to or exacerbating discomfort in the neck and oral/facial re-
gions [35]. Yüzbaşıoğlu noted that individuals with TMDs
experience more severe TMJ pain, jaw opening limitations,
and dysfunction when presenting with forward head posture,
which alters muscle activation patterns and affects neckmuscle
strength, endurance, and position sense. Similarly, individuals
with obstructive sleep apnea and Class II malocclusion often
exhibit exaggerated cervical curvature [36, 37]. The presence
of TMDs or NSP may disrupt the biomechanical integrity of
the craniocervical system, prompting compensatory adapta-
tions and resulting in dysfunction and chronic inflammation
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in surrounding tissues [38].
Botros et al. [39] found that patients with chronic TMDs

were more than twice as likely to report NSP (OR = 2.17 , 95%
CI = 1.27–3.71) compared with those with acute TMDs. This
observation supports the involvement of central dysfunction,
including peripheral and central sensitization mechanisms, in
the chronicity of TMD-related pain [40]. Moreover, another
suggested mechanism is trigeminocervical convergence [41].
Anatomically, the trigeminocervical nucleus contains overlap-
ping inputs from both trigeminal and cervical spinal nerves,
facilitating cross-regional pain transmission [42, 43]. The
nucleus of the trigeminal spinal tract is tightly linked to the
cervical spinal cord. The nucleus of the trigeminal spinal tract
extends from the pons to the medulla oblongata and down to
the C2 segment of the spinal cord, with partial projections
to the gelatinous substance of the C4 and C6 segments, thus
contributing to cervical spinal nerve integration [44]. Neuro-
tracing studies have demonstrated strong synaptic connections
between the trigeminal nerve and the upper cervical nerve roots
at the spinal trigeminal nucleus (Sp5C), providing a structural
basis for cross-regional pain transmission [45, 46]. These
reflexive interactions between nociceptors and mechanorecep-
tors of the TMJ and cervical musculature may contribute to
sensory-motor dysfunction in the necks of patients with TMDs
[47]. In addition, abnormal sensory input from upper cervical
spinal neurons, especially the C2 and C3 nerve roots, may
impair maxillofacial muscle coordination when these roots
are compressed or pathologically misaligned. Such neural
interference can result in muscle spasms, HNP, difficulty in
mandibular movement, and characteristic TMJ symptoms such
as clicking or popping [48, 49].
Furthermore, Hong et al. [50] found that individuals with

myofascial TMDs and neck pain exhibited a greater number
of active trigger points (TrPs), forward head posture, and
more severe cervical degenerative changes than those with
myofascial TMDs alone. Furthermore, central sensitization is
considered a key mechanism underlying TMD-related multi-
regional pain [47], which causes the central nervous system
to become more receptive to nociceptive stimuli, resulting
in hyperalgesia. Quantitative sensory testing has shown that
patients with TMDs exhibit reduced heat and mechanical pain
thresholds even in regions distant from the TMJ, suggesting
widespread central sensitization [51, 52]. Costa et al. [53]
proposed that dysfunction of the descending pain inhibitory
system contributes to comorbid conditions such as TMDs
and fibromyalgia. These regulatory neurons are located in
the midbrain and medulla, such as the periaqueductal gray
matter and ventromedial medulla, and play a critical role in
modulating nociceptive input, thereby functioning as endoge-
nous analgesics [54]. In chronic pain states, this system
becomes dysregulated, leading to amplified pain perception
[55]. Research by Yekkalam et al. [52] indicates that frequent
FP is linked with both localized and widespread hyperalge-
sia, likely driven by central sensitization mechanisms. The
most frequent TrP locations fall within the distribution of
the trigeminal nerve and its overlapping cervical branches.
These areas are closely associated with sensorimotor function,
involving the convergence of afferent inputs to the brainstem
and the transmission of nociceptive signals [36, 56]. Central

sensitization may also increase the number of TrPs, thereby
contributing to more diffuse pain [57]. This mechanism plays
a central role in the bidirectional association between TMDs
and NSP. Persistent nociceptive input from TMJ injury can
initiate central sensitization in the neck and shoulder regions
[51], lowering mechanical pain thresholds and prolonging pain
response to pressure stimulation [58, 59].
Notably, inflammatory cytokines also play an essential role

in the interaction between TMDs and NSP [60]. Patients with
TMDs release several pro-inflammatory cytokines, including
interleukin-1 beta (IL-1β) and tumor necrosis factor-alpha
(TNF-α), which activate trigeminal ganglion neurons and con-
tribute to peripheral sensitization [61, 62]. Similarly, my-
ofascitis of the neck and shoulder muscles up-regulates the lev-
els of IL-1, IL-6 and TNF-α, which can induce central sensi-
tization directly [63]. Furthermore, neuropeptides such as cal-
citonin gene-related peptide (CGRP), and substance P are also
involved in the neurogenic inflammatory response in both ill-
nesses. Thesemediators initiate and sustain pain, thereby facil-
itating central sensitization and its persistence [64]. Elevated
CGRP levels have been shown tomaintain central sensitization
and promote pathological pain states by activating astrocytes
and prolonging inflammatory responses [65]. A rat model of
TMJ synovitis revealed increased expression of substance P
and protein gene product 9.5 (PGP9.5) in inflamed synovial
tissues, supporting a neural basis for persistent inflammation
[66]. These findings suggest novel therapeutic targets for both
TMDs and NSP, including non-steroidal anti-inflammatory
drugs (NSAIDs), CGRP inhibitors, and acupuncture, all of
which may alleviate symptoms effectively [67, 68].
To our acknowledge, this MR study systematically inves-

tigated the relationship between TMDs, bruxism, and HNPs.
This study offers several advantages. Firstly, the participants
were drawn from the most recent and largest available GWAS
sample groups, ensuring the relevance and reliability of our
results. Secondly, multiple statistical methods were used to
verify the heterogeneity and horizontal pleiotropy, with all
yielding ideal results. Finally, MVMR analyses were per-
formed to further eliminate the interference of other potential
confounding factors on the results, enhancing the validity of
the results. However, there were some shortcomings that
should be addressed. First and foremost, all GWAS data in this
study were derived from individuals of European ancestry. As
recent research suggests that the global prevalence of TMDs
and bruxism varies by region, the applicability of our findings
to other populations is limited. For example, TMDs prevalence
is highest in South America (47%), followed by Asia (33%)
and Europe (29%) [11]. Bruxism prevalence also differs
significantly across continents: North America (31%), South
America (23%), Europe (21%), and Asia (19%) [14], which
restricting the applicability of the study’s conclusions to other
ethnic groups. These findings must, therefore, be validated
through further studies involving more diverse populations.
Second, a significant heterogeneity was observed in the anal-
ysis of TMDs on NSP, which may lead to some bias. Third,
although MVMR accounted for confounders such as anxiety,
BMI, and sleeplessness, other potential confounding variables
were not fully considered, such as obstructive sleep apnea,
which was thought to be associated with TMDs [69]. Finally,
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previous studies have reported that women are more likely to
develop TMDs and NSP than men. However, this study did
not perform gender-specific subgroup analyses, limiting the
interpretation of gender differences.

5. Conclusions

In this MR study, we identified a significant bidirectional rela-
tionship between TMDs and NSP, which remained robust even
after adjustment for potential confounders. In addition to mus-
cular posture chains, central nervous system dysregulation,
and inflammation processes, other potential mechanisms such
as psychological disorders, occupational environment, and
gender differences may influence the pathogenesis of TMDs
and NSP. These hypotheses warrant further investigation in
future research.

AVAILABILITY OF DATA AND MATERIALS

The datasets used and/or analyzed during the current study
were contained with this study, which could be obtained from
the corresponding author on reasonable request.

AUTHOR CONTRIBUTIONS

SSD and YMN—contributed to conception, design,
acquisition, analysis, interpretation, drafted manuscript.
SSD and YYH—contributed to acquisition, analysis,
interpretation, drafted manuscript. YYH—contributed
to analysis, interpretation, drafted manuscript. YMN—
contributed to conception and design, critically revised
manuscript. All authors contributed to editorial changes
in the manuscript. All authors read and approved the final
manuscript.

ETHICS APPROVAL AND CONSENT TO
PARTICIPATE

Not applicable.

ACKNOWLEDGMENT

The authors sincerely appreciate the UK Biobank and Finngen
consortium and related investigators for sharing GWAS sum-
mary statistics.

FUNDING

This research was funded by the Research Grant for Health
Science and Technology of Pudong Health Commission (Grant
No. PW2022A-63).

CONFLICT OF INTEREST

The authors declare no conflict of interest.

SUPPLEMENTARY MATERIAL

Supplementary material associated with this article can be
found, in the online version, at https://files.jofph.com/
files/article/1999366449364123648/attachment/
Supplementary%20material.docx.

REFERENCES

[1] Zhao W, Chen Y, Tang Y, Du S, Lu X. Analysis of headache burden
Chinese in the global context from 1990 to 2021. Frontiers in Neurology.
2025; 16: 1559028.

[2] Zhao Y, Yi Y, Zhou H, Pang Q, Wang J. The burden of migraine
and tension-type headache in Asia from 1990 to 2021. The Journal of
Headache and Pain. 2025; 26: 49.

[3] Lu G, Xiao S, Wang Y, Jia Q, Liu S, Yu S, et al. Global epidemiology and
burden of headache disorders in children and adolescents from 1990 to
2021. Headache. 2025; 65: 1170–1179.

[4] Stovner LJ, Hagen K, Linde M, Steiner TJ. The global prevalence of
headache: an update, with analysis of the influences of methodological
factors on prevalence estimates. The Journal of Headache and Pain. 2022;
23: 34.

[5] Kumar R, Asif S, Bali A, Dang AK, Gonzalez DA. The development and
impact of anxiety with migraines: a narrative review. Cureus. 2022; 14:
e26419.

[6] Lv X, Xu B, Tang X, Liu S, Qian JH, Guo J, et al. The relationship
between major depression and migraine: a bidirectional two-sample
Mendelian randomization study. Frontiers in Neurology. 2023; 14:
1143060.

[7] Elser H, Farkas DK, Fuglsang CH, Sørensen ST, Sørensen HT. Risk of
attempted and completed suicide in persons diagnosed with headache.
JAMA Neurology. 2025; 82: 276–284.

[8] Terhart M, Overeem LH, Hong JB, Reuter U, Raffaelli B. Comorbidities
as risk factors for migraine onset: a systematic review and three-level
meta-analysis. European Journal of Neurology. 2025; 32: e16590.

[9] Wang Z, Yang X, Zhao B, Li W. Primary headache disorders:
from pathophysiology to neurostimulation therapies. Heliyon. 2023; 9:
e14786.

[10] Wang Q, Sun J, Jiang H, YuM. Emerging roles of extracellular vesicles in
oral and maxillofacial areas. International Journal of Oral Science. 2025;
17: 11.

[11] Zieliński G, Pająk-Zielińska B, Ginszt M. A meta-analysis of the
global prevalence of temporomandibular disorders. Journal of Clinical
Medicine. 2024; 13: 1365.

[12] Warzocha J, Gadomska-Krasny J, Mrowiec J. Etiologic factors of tem-
poromandibular disorders: a systematic review of literature containing
diagnostic criteria for temporomandibular disorders (DC/TMD) and re-
search diagnostic criteria for temporomandibular disorders (RDC/TMD)
from 2018 to 2022. Healthcare. 2024; 12: 575.

[13] Uchima Koecklin KH, Aliaga-Del Castillo A, Li P. The neural substrates
of bruxism: current knowledge and clinical implications. Frontiers in
Neurology. 2024; 15: 1451183.

[14] Zieliński G, PająkA,WójcickiM.Global prevalence of sleep bruxism and
awake bruxism in pediatric and adult populations: a systematic review
and meta-analysis. Journal of Clinical Medicine. 2024; 13: 4259.

[15] Silva Ulloa S, Cordero Ordóñez AL, Barzallo Sardi VE. Relationship
between dental occlusion and brain activity: a narrative review. The Saudi
Dental Journal. 2022; 34: 538–543.

[16] Gębska M, Frąszczak M, Dalewski B, Kołodziej Ł. Qualitative and
quantitative assessment of headaches in people with temporomandibular
joint disorders: a pilot study. Advances in Clinical and Experimental
Medicine. 2023; 32: 1193–1199.

[17] Sanderson E, Glymour MM, Holmes MV, Kang H, Morrison J, Munafò
MR, et al. Mendelian randomization. Nature Reviews Methods Primers.
2022; 2: 6.

[18] Lovegrove CE, Howles SA, Furniss D, Holmes MV. Causal inference
in health and disease: a review of the principles and applications of
Mendelian randomization. Journal of Bone and Mineral Research. 2024;

https://files.jofph.com/files/article/1999366449364123648/attachment/Supplementary%20material.docx
https://files.jofph.com/files/article/1999366449364123648/attachment/Supplementary%20material.docx
https://files.jofph.com/files/article/1999366449364123648/attachment/Supplementary%20material.docx


136

39: 1539–1552.
[19] Alqutaibi AY, Alhammadi MS, Hamadallah HH, Altarjami AA, Malosh

OT, Aloufi AM, et al.Global prevalence of temporomandibular disorders:
a systematic review and meta-analysis. Journal of Oral & Facial Pain and
Headache. 2025; 39: 48–65.

[20] Exposto CR, Mansoori M, Bech BH, Baad-Hansen L. Prevalence of
painful temporomandibular disorders and overlapping primary headaches
among young adults. European Journal of Pain. 2025; 29: e70013.

[21] Bizzarri P, Manfredini D, Koutris M, Bartolini M, Buzzatti L, Bagnoli
C, et al. Temporomandibular disorders in migraine and tension-type
headache patients: a systematic review with meta-analysis. Journal of
Oral & Facial Pain and Headache. 2024; 38: 11–24.

[22] Wieckiewicz M, Martynowicz H, Lavigne G, Kato T, Lobbezoo F,
Smardz J, et al. Moving beyond bruxism episode index: discarding
misuse of the number of sleep bruxism episodes as masticatory muscle
pain biomarker. Journal of Sleep Research. 2025; 34: e14301.

[23] Zieliński G, Pająk-Zielińska B, Pająk A, Wójcicki M, Litko-Rola M,
Ginszt M. Global co-occurrence of bruxism and temporomandibular
disorders: a meta-regression analysis. Dental and Medical Problems.
2025; 62: 309–321.

[24] Wagner BA, Moreira Filho PF, Bernardo VG. Association of bruxism
and anxiety symptoms among military firefighters with frequent episodic
tension type headache and temporomandibular disorders. Arquivos de
Neuro-Psiquiatria. 2019; 77: 478–484.

[25] Voß LC, Basedau H, Svensson P, May A. Bruxism, temporomandibular
disorders, and headache: a narrative review of correlations and
causalities. Pain. 2024; 165: 2409–2418.

[26] Sahbaz T, Cigdem-Karacay B, Medin-Ceylan C, KorkmazMD, Asik HK.
The impact of self-reported temporomandibular pain on neck disability
in office workers. Journal of Back and Musculoskeletal Rehabilitation.
2025; 38: 774–782.

[27] Taş S, Kaynak BA, Salkin Y, Karakoç ZB, Dağ F. An investigation of the
changes in mechanical properties of the orofacial and neck muscles be-
tween patients with myogenous and mixed temporomandibular disorders.
CRANIO®. 2024; 42: 150–159.

[28] Karibe H, Shimazu K, Okamoto A, Kawakami T, Kato Y, Warita-
Naoi S. Prevalence and association of self-reported anxiety, pain, and
oral parafunctional habits with temporomandibular disorders in Japanese
children and adolescents: a cross-sectional survey. BMC Oral Health.
2015; 15: 8.

[29] Eriksson PO, Zafar H, Nordh E. Concomitant mandibular and head-
neck movements during jaw opening-closing in man. Journal of Oral
Rehabilitation. 1998; 25: 859–870.

[30] El Hage Y, Politti F, Herpich CM, de Souza DF, de Paula Gomes CA,
Amorim CF, et al. Effect of facial massage on static balance in individuals
with temporomandibular disorder—a pilot study. International Journal of
Therapeutic Massage and Bodywork. 2013; 6: 6–11.

[31] Okuro RT, Morcillo AM, Ribeiro M, Sakano E, Conti PB, Ribeiro
JD. Mouth breathing and forward head posture: effects on respiratory
biomechanics and exercise capacity in children. Jornal Brasileiro de
Pneumologia. 2011; 37: 471–479.

[32] Ekici Ö, Camcı H. Relationship of temporomandibular joint disorders
with cervical posture and hyoid bone position. CRANIO®. 2024; 42:
132–141.

[33] Santander H, Zúñiga C, Miralles R, Valenzuela S, Santander MC,
Gutiérrez MF, et al. The effect of a mandibular advancement appliance
on cervical lordosis in patients with TMD and cervical pain. CRANIO®.
2014; 32: 275–282.

[34] Lee YJ, Lee JK, Jung SC, Lee HW, Yin CS, Lee YJ. Case series
of an intraoral balancing appliance therapy on subjective symptom
severity and cervical spine alignment. Evidence-Based Complementary
and Alternative Medicine. 2013; 2013: 181769.

[35] Armijo-Olivo S, Silvestre RA, Fuentes JP, da Costa BR, Major PW,
Warren S, et al. Patients with temporomandibular disorders have
increased fatigability of the cervical extensor muscles. The Clinical
Journal of Pain. 2012; 28: 55–64.

[36] Sonnesen L, Petersson A, Berg S, Svanholt P. Pharyngeal airway
dimensions and head posture in obstructive sleep apnea patients with and
without morphological deviations in the upper cervical spine. Journal of
Oral & Maxillofacial Research. 2017; 8: e4.

[37] Arntsen T, Sonnesen L. Cervical vertebral column morphology related to
craniofacial morphology and head posture in preorthodontic children with
Class II malocclusion and horizontal maxillary overjet. American Journal
of Orthodontics and Dentofacial Orthopedics. 2011; 140: e1–e7.

[38] Yüzbaşıoğlu Ü, Kaynak BA, Taş S. Assessment of cervical joint position
sense and head posture in individuals with myogenic temporomandibular
dysfunctions and identifying related factors: a case-control study. Journal
of Oral Rehabilitation. 2025; 52: 160–168.

[39] Botros J, Gornitsky M, Samim F, der Khatchadourian Z, Velly AM. Back
and neck pain: a comparison between acute and chronic pain-related
temporomandibular disorders. Canadian Journal of Pain. 2022; 6: 112–
120.

[40] List T, Jensen RH. Temporomandibular disorders: old ideas and new
concepts. Cephalalgia. 2017; 37: 692–704.

[41] SjaastadO, Saunte C, Hovdahl H, BreivikH,Grønbaek E. “Cervicogenic”
headache. An hypothesis. Cephalalgia. 1983; 3: 249–256.

[42] Mellick GA, Mellick LB. Regional head and face pain relief following
lower cervical intramuscular anesthetic injection. Headache. 2003; 43:
1109–1111.

[43] BouMalhab F, Hosri J, Zaytoun G, Hadi U. Trigeminal cervical complex:
a neural network affecting the head and neck. European Annals of
Otorhinolaryngology, Head and Neck Diseases. 2025; 142: 191–200.

[44] De Laat A, Meuleman H, Stevens A, Verbeke G. Correlation between
cervical spine and temporomandibular disorders. Clinical Oral Investiga-
tions. 1998; 2: 54–57.

[45] Skladal D, Halliday J, Thorburn DR. Minimum birth prevalence of
mitochondrial respiratory chain disorders in children. Brain. 2003; 126:
1905–1912.

[46] Warden MK, Young WS III. Distribution of cells containing mRNAs
encoding substance P and neurokinin B in the rat central nervous system.
Journal of Comparative Neurology. 1988; 272: 90–113.

[47] de Oliveira-Souza AIS, de OFJK, Barros M, Oliveira DA. Cervical
musculoskeletal disorders in patients with temporomandibular dysfunc-
tion: a systematic review and meta-analysis. Journal of Bodywork and
Movement Therapies. 2020; 24: 84–101.

[48] Tashiro A, Bereiter DA. The effects of estrogen on temporomandibular
joint pain as influenced by trigeminal caudalis neurons. Journal of Oral
Science. 2020; 62: 150–155.

[49] Piovesan EJ, Kowacs PA, Oshinsky ML. Convergence of cervical and
trigeminal sensory afferents. Current Pain and Headache Reports. 2003;
7: 377–383.

[50] Hong SW, Lee JK, Kang JH. Relationship among cervical spine
degeneration, head and neck postures, and myofascial pain in masticatory
and cervical muscles in elderly with temporomandibular disorder.
Archives of Gerontology and Geriatrics. 2019; 81: 119–128.

[51] La Touche R, Paris-Alemany A, Hidalgo-Pérez A, López-de-Uralde-
Villanueva I, Angulo-Diaz-Parreño S, Muñoz-García D. Evidence for
central sensitization in patients with temporomandibular disorders: a
systematic review and meta-analysis of observational studies. Pain
Practice. 2018; 18: 388–409.

[52] Yekkalam N, Wänman A. Association between signs of hyperalgesia
and reported frequent pain in jaw-face and head. Acta Odontologica
Scandinavica. 2021; 79: 188–193.

[53] Costa YM, Conti PC, de Faria FA, Bonjardim LR. Temporomandibular
disorders and painful comorbidities: clinical association and underlying
mechanisms. Oral Surgery, Oral Medicine, Oral Pathology, and Oral
Radiology. 2017; 123: 288–297.

[54] Mason P. Ventromedial medulla: pain modulation and beyond. Journal of
Comparative Neurology. 2005; 493: 2–8.

[55] Ossipov MH, Morimura K, Porreca F. Descending pain modulation and
chronification of pain. Current Opinion in Supportive and Palliative Care.
2014; 8: 143–151.

[56] Sessle BJ. Neural mechanisms and pathways in craniofacial pain.
Canadian Journal of Neurological Sciences. 1999; 26: S7–S11.

[57] Graven-Nielsen T, Arendt-Nielsen L. Assessment of mechanisms in
localized andwidespreadmusculoskeletal pain. Nature ReviewsRheuma-
tology. 2010; 6: 599–606.

[58] Nijs J, George SZ, Clauw DJ, Fernández-de-Las-Peñas C, Kosek E,
Ickmans K, et al. Central sensitisation in chronic pain conditions:
latest discoveries and their potential for precision medicine. The Lancet



137

Rheumatology. 2021; 3: e383–e392.
[59] Ashina S, Bendtsen L, Burstein R, Iljazi A, Jensen RH, Lipton RB. Pain

sensitivity in relation to frequency of migraine and tension-type headache
with or without coexistent neck pain: an exploratory secondary analysis
of the population study. Scandinavian Journal of Pain. 2023; 23: 76–87.

[60] Farré-Guasch E, Aliberas JT, SpadaNF, de Vries R, Schulten E, Lobbezoo
F. The role of inflammatory markers in temporomandibular myalgia: a
systematic review. Japanese Dental Science Review. 2023; 59: 281–288.

[61] Louca Jounger S, Christidis N, Svensson P, List T, Ernberg M. Increased
levels of intramuscular cytokines in patients with jaw muscle pain. The
Journal of Headache and Pain. 2017; 18: 30.

[62] Li Y, Lock A, Fedele L, Zebochin I, Sabate A, Siddle M, et al. Modelling
inflammation-induced peripheral sensitization in a dish-more complex
than expected? Pain. 2025; 166: 1662–1679.

[63] Kawasaki Y, Zhang L, Cheng JK, Ji RR. Cytokine mechanisms of
central sensitization: distinct and overlapping role of interleukin-1beta,
interleukin-6, and tumor necrosis factor-alpha in regulating synaptic and
neuronal activity in the superficial spinal cord. Journal of Neuroscience.
2008; 28: 5189–5194.

[64] Seybold VS. The role of peptides in central sensitization. Handbook of
Experimental Pharmacology. 2009; 451–491.

[65] Xie YF. Glial involvement in trigeminal central sensitization. Acta

Pharmacologica Sinica. 2008; 29: 641–645.
[66] Xu L, Jiang H, Feng Y, Cao P, Ke J, Long X. Peripheral and central

substance P expression in rat CFA-induced TMJ synovitis pain.Molecular
Pain. 2019; 15: 1744806919866340.

[67] Sangalli L, Eli B, Mehrotra S, Sabagh S, Fricton J. Calcitonin gene-
related peptide-mediated trigeminal ganglionitis: the biomolecular
link between temporomandibular disorders and chronic headaches.
International Journal of Molecular Sciences. 2023; 24: 12200.

[68] Olesiejuk M, Chalimoniuk M, Sacewicz T. Myofascial trigger points
therapy increases neck mobility and reduces headache pain in migraine
patients—pilot study. BMC Musculoskeletal Disorders. 2025; 26: 105.

[69] Sanders AE, Essick GK, Fillingim R, Knott C, Ohrbach R, Greenspan
JD, et al. Sleep apnea symptoms and risk of temporomandibular disorder:
OPPERA cohort. Journal of Dental Research. 2013; 92: S70–S77.

How to cite this article: Shan-Shan Du, Yuan-Yuan Hu,
Yu-Ming Niu. Associations between temporomandibular disor-
ders/bruxism and head and neck pains: a bidirectional Mendelian
randomization study. Journal of Oral & Facial Pain and
Headache. 2025; 39(4): 122-137. doi: 10.22514/jofph.2025.070.


	Introduction
	Materials and methods
	Study design and data sources
	Instrumental variables selection
	Statistical analysis

	Results
	TMDs and HNPs
	Bruxism and HNPs

	Discussion
	Conclusions

